Abstract
Introduction
Described by A. Blanco, 1 the block of fascia plane of the quadratus lumborum muscle provides unilateral blockade of the abdominal wall, which may extend from T6 to L1.
2,3
Quadratus lumborum muscle is inserted into the lower edge of the last rib and, by four tendons, into the apices of the transverse processes of the vertebrae L1 to L4. The local anesthetic deposited in this muscle fascia can be transported along it until the paravertebral space and also through the vascular-nervous rolls, 2 providing the blockade of the referred dermatomes.
We report a case of a type II bilateral block of quadratus lumborum for the management of a postoperative chronic pain.
Case report
Male patient, 61 years old, 83 kg, referred to the Chronic Pain Unit for chronic due to abdominal wall chronic pain after multiple abdominal hernioplasties. He had a history of diabetes mellitus type 2, hypertension, duodenal ulcer postperforation status, alcoholic liver disease, and consequent thrombocytopenia (79.10 9 /L). The patient had undergone four abdominal wall surgeries for abdominal wall repair with esophageal stent. The last procedure was made a year and a half before. He developed a chronic neuropathic pain after the third surgery, with poor response to treatment with opioid and neuromodulator drugs. The abnormal liver function and intolerance to analgesics constituted a limitation to the increase in therapeutic doses.
The patient had a neuropathic pain, with prevalence of allodynia to touch, covering the entire anterior abdominal wall from T7 to T12 dermatomes, laterally limited by the anterior axillary line. His score on the visual analog scale (VAS) was 8/10 and 9/10 in the specific questionnaire for neuropathic pain screening (DN4), with great interference in quality of life.
Due to the poor analgesic response, limited by drug toxicity and associated liver morbidity, it was decided to perform a type II bilateral block of quadratus lumborum muscle guided by ultrasound, after obtaining the written informed consent of the patient.
The technique was performed in the supine position, with elevation of the ipsilateral pelvis. Under aseptic conditions, a high frequency probe was used (5---10 MHz), connected to an ultrasound unit in transverse orientation between the iliac crest and the costal margin, after the mid-clavicular line. The muscle planes were identified subsequently scanned until visualizing the quadratus lumborum muscle, at the same plane as the psoas major muscle and the erector spinae (Fig. 1) .
A 100 mm neurostimulation needle was introduced outside the ultrasound plan, and subcutaneous infiltration was performed with 2% lidocaine (3 mL) guided by ultrasound. The needle tip was positioned between the rear face of the quadratus lumborum muscle and the anterior surface of the erector spinae. The needle path was accompanied by ultrasound and the correct needle position confirmed by injecting 2 mL of saline solution. After negative aspiration, 0.2% P QL IO EO Figure 1 Ultrasound of the lumbar square approach type II (described by R. Blanco). EO, external oblique muscle; IO, internal oblique muscle; QL, quadratus lumborum muscle; P, psoas major muscle; arrow, injection site. ropivacaine (25 mL) and depot (vial) methylprednisolone (20 mg) were injected, with visualization of the local anesthetic spread into the paravertebral space.
The procedure was repeated in the other side without incident or complications. During the procedure, verbal contact was maintained with the patient, who never expressed discomfort.
Sixty minutes after the procedure, the patient was asymptomatic, without allodynia throughout the abdominal wall, with a VAS score of 0/10 for pain at rest and in motion. He was discharged from the hospital two hours after the procedure and reported great satisfaction with the management of his pain.
Evaluated five days after the procedure, the patient remained asymptomatic, reporting only a sense of pressure on one side of the injection, not perceivable.
At the first month of the procedure, the patient had the allodynia restricted to a limited periumbilical area of approximately a quarter of the starting area and a VAS score of 2/10 at rest and of 6/10 in motion. Because of the underlying thrombocytopenia, it was decided not to repeat the blockade and schedule a local treatment with capsaicin 8% patch.
At the six months of the procedure and after a local treatment with capsaicin 8% patch, the allodynia remained restricted to the periumbilical area, with a VAS score of 3---4/10 at rest and in motion, and returned to his daily activity with quality.
Conclusions
To the best of our knowledge, this is the first published case of a quadratus lumborum muscle type II blockade guided by ultrasound for postsurgical chronic pain.
We consider that the quadratus lumborum muscle type II blockade is a relevant analgesic option in the treatment of patients with chronic pain after abdominal hernia repair, refractory to conventional treatment.
The local anesthetic and adjuvant analgesic spread to the thoracic paravertebral space was essential for the symptomatic relief in this patient. 1 The follow-up after the procedure led to the conclusion that this is a safe and welltolerated technique with irrelevant side effects. Its clinical utility was limited by the hematologic contingency of the patient to perform invasive therapeutic techniques. The authors subsequently opted for another therapeutic option of neuropathic pain, such as 8% capsaicin. 4 We consider necessary the publication of more clinical cases that reproduce the analgesic efficacy of this blockade in the context of chronic pain. 5, 6 
